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Paraganglioma of the vagus nerve mimicking as a
carotid body tumor
Devender Singh, MS, DNB, and Pinjala Rama Krishna, MS, FRCS, Panjagutta, Hyderabad, IndiaA 58-year-old woman presented with a pulsatile swelling in the right neck of
12 years’ duration (A). The clinical examination revealed right ptosis, deviation of
the tongue to right, and a large pulsatile swelling of 11  8 cm in the right neck
lifting the right pinna.
Cytologic evaluation of a fine needle aspiration specimen at another center
showed blood. Computed tomography (CT) imagery demonstrated an intensely
enhancing vascular mass lesion with extensive vascular arcades seen in the right
parapharyngeal and submandibular region causing splaying of the carotid arteries,
suggesting a carotid body tumor (Cover). On exploration, the tumor was arising
from the vagus nerve, and this needed to be sacrificed for total excision of the
tumor (B). The tumor was hypervascular, with multiple feeding vessels from the
external carotid artery. Ligation of the external carotid artery resulted in reduced
bleeding from the tumor and its separation from the internal carotid artery (C).
Histopathologic examination suggested a vagal paraganglioma. Postoperatively,
hoarseness developed and a nasogastric tube was placed for a week.
DISCUSSION
Neck masses always present a diagnostic challenge. Because of their deep
location that limits clinical examination, imaging modalities such as CT scan,
magnetic resonance imaging (MRI), and angiography are usually required for
diagnosis; however, sometimes clinical judgment clinches the diagnosis.1 We
present a case of a neck mass diagnosed as carotid body tumor on imaging that
turned out to be a vagal ganglioma.
Vagal paragangliomas arise from paraganglia associated with the vagus nerve
and are quite rare.2 These are slow growing and often asymptomatic. Vagal and
other lower cranial nerve palsies occur as late manifestations. Horner syndrome,
with infiltration into the cervical sympathetic chain, occurs in 25% of patients.
Approximately 10% are bilateral. About 7% to 15% are malignant and may
metastasize to regional lymph nodes or distant sites, commonly lungs and bones.
Diagnostic work-up includes CT, MRI, and angiography. MRI is superior to CT
in assessing intracranial extension and the relation of the tumor to bone. On
angiography, the vagal paraganglioma displaces both the external carotid artery and
internal carotid artery anteromedially, separating these vessels from the internal
jugular vein. The traditional mainstay of treatment has been surgical removal.
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